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An annual Recertification survey was cornpleted
on November 7-8, 2011 with an Extended survey
completed on November 8, 2011. The facility
failed to administer the facility in a manner to
maintain the the safety of the residents by
ensuring the fire sprinkler system was in a
reliable operating condition. The facility was cited
with an iImmediate Jeopardy (situation in which a
provider's noncompliance with one or more
requirements of participation has caused, oris

likely to cause serious injury, harm, impairment,
or death).

The Administrator was notified of the immediate
Jeopardy on November 7,2011, at 4:00 p.m. in
the Administrator's office.

The Immediate Jeopardy for tags K-62, K-154,
and F-490, at scope and severity levels of an "L",
were effective from October 10, 201 1, through
November 8, 2011, On November 8, 2011, the
facility provided an acceptable allegation of
compliance lowering the Immediate Jeopardy.
The scope and severity for K-62, K-154, and
F-490, were lowered to an "F* Jevel,

Complaint investigation #28827 was completed
during the annual recertification survey on
November 7 - 9, 2011. No deficiencies were
cited related to the complaint investigation
#28827 under 42 CFR Part 483, Requirements
for Long Term Care Facilities. .
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221
85=p | PHYSICAL RESTRAINTS

The resident has the right to be free from any
physicai restraints imposed for purposes of

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Chnichiphe 0. _Gedd, Ademin ivaer — itfon)sr

i ing wi ( i i instituti d from correcting providing it is determined that
Any deficiency slaten{em ending with an asterisk (%) danoles;\deﬁplency which tha institution may be excuse 1
other safeguards provida sufficient proteclion to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsc!o*.;sat:le ledﬂs
following the date of survey whether or not a plan of correction is provided. For nursing homes,_the above findIngs and plans of correctlon are discl osa ?ad
days fallowing the date these documents are made available {o the facility. If deficiencles ara cited, an approved plan of correction is requisite to continu
program participation.
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discipline or convenience, and not required to
treat the resident's madical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview the facility failed to ensure freedom
from restraints for one resident (#14) of
twenty-seven residents reviewed,

The findings included:

Resident #14 was admitted to the facility on Juty
20, 2010, with diagnoses incluging Fracture
Femur, History of Falls, and Difflculty Walking.

Medical record review of the Minimum Data Set
(MDS). dated September 13, 2011, revealed the
resident required extensive asslstance with
transfers, was not steady, and only able to
stabllize with human assistance.

| Medical record review of a Physician's order
| dated November 7, 2011 , revealed "...D/C

(discontinue) soft belt waist belt...changa to Lap
buddy.. "

Observation on November 8, 2011 , at 8:30 a.m.,

wheelchair with 2 soft waist restraint in placs.

8, 2011, at 9:40 am., in the 400 Nurses' Station,
confirmed the resident had a soft waist restraint
in place, the order was for a lap buddy (not a
restraint) and the resident had an unnecessary
restraint in plage,

in the blue dining room, revealed the residentin a

Interview with Registered Nurse # on November |

Corrective action(s) accomplished for those

residents found to have been affected: 112172011

Resident #14 on November 08,2011; LPN
received an order clarification to D\C soft waist
and have lap buddy in wheelchair,

How other residents having the potential to
be affected were identified and corrective
action(s) sccomplished:

Restorative Aid on November 15,201] checked
all residents with restraint orders for correct
restaaint placement and type.

Measures or systematic changes putintg
place to ensure the deficient practice doas npt
recur:

Beginning on November 7, 2011 and Ongoing
Licensed Nurses and Certified Nursing
Assistants were educated by the Director of
Nursing and/or Assistant Director of Nursing to
ensure correct placement of a restmajnt on a
resident.

In service will be added to the eniployee
orientation packet,

Quality Assurance program put intg place tg
motltor corrective aetions and ensure the
deflcient practice will not recur:

Beginning on November 15, 2011, the
testorative aid or designee as determined by the
Ditector. of Nursing will do checks of restraints
to ensure the corvect restraint i in place two
times a week for ninety days with monthly
submission to the Quality Assurance Committee
who will determine the need for futurs focus,

The Director of Nursing or Assistant Director of
Nursing will report findings in the Quality
Assurance Committes meeting (made up of the
Medical Director, Administrator, Directar of
Nursing, Assistant Director of Nursing, Risk
Manager, atc.)
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The facility must promote care for resldents in a
manner and in an environment that maintains or
enhances each regident's dignity and respect in

| full recognition of his or her individuality.

This REQUIREMENT s not met as evidenced
by:

Based bn medical record review, observation,
and interview the facliity falled to provide privacy
during ADL (Activities of Daily Living) care for one
resident (#16) of twenty-seven residents
reviewed,

The findings included:

Resident #18 was admitted to the facility on April
B, 2011, with diagnoses including Hypertension,
Encephalopathy, Dementia, and Chronic
Obstructive Pulmonary Disease,

Medical record review of the MODS (Minimum Data
Set) dated Septembaer 25, 2011, revealad
resident #16 was Completsly dependent on staff
for all ADL care, including hyglene and bathing,

Random observation on November 8, 2011, at
10:40 a.m., revealed resident #16 in the 400 hall
shower room, with CNA #1 and CNA #2 in
attendance. Resident #16 had just been
showered and was in a shower chair, unclothed
and uncovered, shivering and visibly
uncomfortable, as CNA #1 dried, and prepared to
dress the resident.

Continued observation revealed resfdent #17, in a

Correctlve action(s) acecomplished for those
residents found to have been affected:

Resident #16 on November 8, 2011: Certified
Nursing Assistant provided a bath blanket,
dried, and dressed resident.

Haw other residents having the potential to
be sffected were identified and corrective
action(s) accomplished:

On November 8, 2011 Certified Nursing
Assistants working the shower rooms were
educated by the Assistant Director of Nursing
on keeping residents covered in the shower
room.

Measures or systematic changes put jnto
place to ensure the deficient practice does not
recur;

Heginning on November 9, 2011 and ongoing
Certified Nursing Assistants were educated by
the Director of Nursing andbor the Assistant
Director of Nursing on keeping residents
covered in the shower rogms.

Beginning on November 9, 2011 and ongoing
Licensed Nurses and Centified Nursing
Assistants were cducated by the Dircctor of
Nutsing and/or the Assistant Director of Nursing
on resident rights to include the right to dignity,

privacy, and respect,

In services will be added to the employee
orientation packet,
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;his REQUIREMENT is not met as evidenced
v
Based on medical record review, observation,
and interview, the facility faited to provide a
comiortable temperature level for one resident
(#20) of twenty-seven residents reviewad.

The findings Included:

Resident #20 was admitted to the facility on
November 5, 2009, with diagnoses including
Peripheral Vascutar Disease, Parkinsons, and
Hypertension,

Medical record review of the Minimum Data Set
(MDS) dated September 14, 2011, revealed the

Resident #20 on November 8, 201}
Maintenance removed lock from resident’s
heating unit.

How gther residents having the potential to
he affected were fdentified and corrective
action(s) accomplished:

On Noverber 8, 2011 alf resident rooms werc
checked by Maintenance for locks on heating
units and any found were removed.

BROOKHAVEN MANOR 203% STONEEROOK PLACE
KINGSPORT, TN 37860
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F 241 Continued From page 3 F 241 F24] cont.
Wheelchair, present in the shower room, awaiting
A , ! Quality Assurance program put into place fo
4 Showgr' ar'!g S'm“‘?GWHh'n two feet of the fully monitar corrective actions and ensiire the
£Xposed resident #186. deficient practice will not recur:
Interview with CNAs #1 and #2 confirmed that Beginning on November 21, 2011, The
resident #16 was fully exposed, In front of Assistant Director of Nursing or Risk Manager
resident #17, and his rf ht to priva p Wwill make observations of showers two timas a
during care, had not begén res%actgg A Eaniy: week for four weeks to ensure residents are
! ; being provided privacy, and treated with dignity
. . and respect the findings will be reported to the
Interview with LPN #1, the 400 hall Unit Manager, Quamypmsumnce Coﬁmiﬂee who will
confirmed resident #16 had been unnhecessarily determine the need for future focus.
€xposed, and his privacy and dignity, during care, . , .
had not been respected, The Assistant Director of Nursing or Risk
Manger will report gverall findings in the
F 2:57 -‘:_23 L5(h)(5J COMFORTABLE & SAFE F257|  Quality Assurance Committes Meeting (which
88=D MPERATURE LEVELS consists of the Medical Director, Administrator,
. Director of Nursing, Assistant Diector of
The facility must provide comfortable and safe Nursing, Risk Menager, otc.)
temperature levels. Facilitios initlally certifiad
after October 1, 1990 must maintain a F257
* temperature range of 71 -81°F
Corrective action(s) accomplished for those
residents found to have been affected:

11/21/2011
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resident scored a fifteen on the Brief interview for ; -
. Measures or systematic changes put intn
Mental Status (BIMS) and is able to make daily Place to ensure the deficient practice does not
decisions. recur;
Observation on November 7,2011, at 11:10 a.m., Beginning on November 8, 201 the _
in the resident's raom, revealed the resident lying m';ﬂmﬁoﬂﬁ;fﬁ;‘;{?”:ﬁgﬁf{‘:‘jﬁfgt
. 2 (2]
E:T;‘n[h: I%e,? dressed with a lacket on and stated, cnsure no units have had locks placed. Checks
old. will be for six months with monthly submission
to the Quality Assurance Committee who will
Observation on November 8, 2011, at 3:10 p.m,, determine the need for future focus
in the resident's room, revealod the resident lying ) ;
on the bed dressed with a jacket on and stated, Qua{;ry Agsurn;ce gr:)igram p;: into pi:lce to
“I'm cold and they locked my controls," Further monltor corrective actions an ?nture e
observation revealed a key lock on the heating Sclicentmraciice il Rat recurs
unit. The Maintenance Director or Maintenance
. Assistant will report overall findings in the
Interview with the Maintenance Dirgctor on Quality Assurance Committee Meeting (which
November 8, 2011, at 4.00p.m., in the resident's consists of the N!cdical [‘)ircctor,‘ Administrator,
room, revealed the heat temperature set on 65 Direcing ‘}f-b,i“ﬁ'"g* (90t Ditestoriof
degrees and the resident had requested the AR Magec o)
temperature to be set on 74 degrees,
Interview with the Nursing Home Administrator on
November 8, 201 1, at 4:10 pm., in the Social
Service Director office, confirmed the facjlity
failed to provide a comfortabla temperature lave|
for the resident and the lock would be removed.
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282
88=D; PERSONS/PER CARE PLAN
The services provided or arranged by the facility
must be provided by qualifisd persons in
accordance with each resident's written plan of
care,
This REQUIREMENT Is not met as avidenced
by:
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Based on madical record review, observation, Cidiivadii P uzizon
and Interview, the facility failed to Implement the il ="
care plan for one (#2) of twenty-seven residents
reviewed. Resident #2 on Noventber 09, 2011 had air
mattress applied to bed by the centeal supply
The findings included: clerk.
Re13|den't #2 was admitted to the facility on July 8, How other residents having the potentlal to
2011, Wlﬂ} diggnosgs tincluding Pneunr!onlt;s, be affected were identified and corrective
Atrial Fibrillation, Diabetes, and Chronic action(s) accomplished;
Obstructive Pulmonary Disease.
On November 16, 2011 the wound care nurse
Medical record review of the Care Plan reviewed checked all residents with an order for an air
on October 20, 2011, revealed ... Potential for maltiess to ensure mattress was in place.
skin t:.raakdown dt (due to) difficulty with mobility,
rngontme_nt of B&B (bowel and bladder), dx Measures or systematic changes putinto
(diagnosis) of diabetes... Air mattress..." place to ensure the deficient practice does not
recur:
Observations on November 7 2011, at 3:20 p.m
. ! ! ! by Beginning on Novamber 16, 2011; the wound
November 8, 2011, at 9:40 a.m., anf‘ November care nurse ot Risk Manager wiil make random
9, 2011, at 8:00 a.m., revealed no air mattress checks of residents with orders for air mattresses
was present on the resident's bed. once & month and when a new order js received
for one year with monthly submission to the
Observation on November 9, 2011, at 9:55 a.1m, Quality Assurance committee who will
with the Director of Nursing, revealed the resigent determitie the need for futuse focus
lying on the bed. Continued abservation revealed
a skin assessment was completed and there Quality Assurance program put into place fo
were no areas of gkin breakdown. monitor corrective actions and epsure the
deficient practice will nat recuy:
Intervisw on November 9, 2011, at 9:55 a.m., with 3 . i
the Director of Nursing, in the resident's room, Eﬁ g;&;l{tj;: ﬂﬂ‘:;f;‘}f‘,,‘;’,:ﬁ: i‘ﬁ‘fﬁ‘i‘éﬁ,‘?ﬁ;’
confirmed the air mattress was not applied to the Assurance Commitice Meeting (which consists |
residant's bed. of the Medicat Director, Administrator, Director
F 315 483.25(d) NO CATHETER, PREVENT uTt, F 315| of Nutsing, Assistant Dircctor of Nursing, Risk
$5=D | RESTORE BLADDER Menager, etc.)
Based on the resident's comprehensive
assessment, the facility must ensure that a
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resident who enters the facility without an ; . nzizon
indwalling catheter is not catheterized unless the f;f;:;‘:;’:&;‘:;’?ﬂ;f%g'::‘:}}‘;ﬂ&’; i =
resldsnt'_s clinical condition demonstrates that
catheterization was necessary: and a resident Resident #2 on November 08, 2011, LP.N
who is incontinent of bladder receives apnro flate completed a bowel and bladder assessment and
pprop
treatment and services to prevent urinary tract started a B&B plan.
infections and to r
et ;pc stgih?:tore as much normal bladder How other residents having the potential to
: be affected were identified and corrective
action(s) accomplighed:
This REQUIREMENT is not met as evidencad On November 14, 2011 the Unit Managers
by: began checking all resident’s charts to ensure
Based on medical record review, observation, E":"{ i i’i;':‘ff’ ;f;ﬁfme“ﬁlw:f’n"°:“’f“
. i 2 nd plans s p ¢y. All chart checks
and interview, the facility failed to complete a will be completed by November 21, 2011,
bladdefr assessment and develop a bladder
retr_ammg Pragram for one (#2) of twenty-seven Measures or systematic changes put into
residents reviewed. place to ensure the deficient practice does not
recur;
The findings inclugeg:
gs Included Begiining on November 14, 2011 the Unit
; s Managers or Risk Manager will make random
Resident #2 was admitted to the facility on July 8, chacks of bowel and bladder assessments to
201 1, with diagnoses including Pneumonitis, ensuce completion and plans have been started
Atrial Flbrillation, Diabetes, and Chronic per policy. The checks will be done two times a
Obstructive Pulmonary Diseasa. month for six months with monthly submission
3 o to the Quality Assurance Committee who will
. < determil d fi
Medical record review of the Minimum Data Sats SR e T fubiee i
dated July 17, 2011, and October 12, 2011,
revealed the resident was Incontinent of bladder. Quality Assurance program put into place to
mohitor corrective actions and ensure the a
Medical record review of an undated and deflcient practice will not recur: e
unsigned Bladde_\r lncontinence Evaluation The Director of Nursing or the Risk Manager
revealed the resident was alert, followed will repart overall findings in the Quality
diractions, and had daily incontinent episades Assurance Committes Meeting (which consists
with some control. Gontinued review of the of the Medical Director, Administrator, Director
Bladder Incontinence Evajuation revealed the 3: Nursing, Assistant Director of Nursing, Risk
section for Evaluation for Bladder Program PRI
Potential had not been completed.
FORM CM8-2587(02-99) Previout Verslons Obzolate Event 1D: 8J5F 11 . Foeility 10: TN8203 if continuation sheet Pege 7 of 26
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Medical record review revealed no documentation Corrective sction(s) aceomplished for those T
2 bladder retraining program had been : _—
; d found to have been affected:
established for the resident. i im=d e b D
Resident #1 on November 9, 201 |: Restorative
Interview on November 9, 2011, at 9:30 a.m., with aid checked bed alarms, alarm working and mats
the resident, in the resident's room, revealed the were placed correctly at the bedside by
resident had the percaption of the need to void, Restorative aid,
. Resident #23 on November 15, 2011, LPN
Interview on November 8,2011, at 11:00 a.m., o;f::ineend physician’s oﬂcr for mats al bedside
with Licensed Practical Nurse #2, inthe whils in bed except when eating.
conference room, confirmed tha undated and .
unsigned Bladder Incontinence Evaluation was Resident #12 on November 8, 2011; scatbelt
not complete and confirmed a bladder retraining g?fegf'ofgfglg:';adﬁg'}mr?;iﬁ;ﬁ‘;‘;“
program had not been established for the £ v
resident, Resident 422 on November 9, 2011; Restorative
F 323 483.25(h) FREE OF ACCIDENT F323| aid placed mats at bedside also pressure pad o
88=F HAZARDSISUPERVISIONIDEWCES dlarm cord was eplaced and in working order,  {+ < > e
Thefacilty must snsure tha the residet et et AL e
environment remains as free of accldent hazards and applied comectly.
as Is possible; and each resident recsives
adequate supervision and assistance devices to Resident #14 on November 7, 2011; Certified
prevent aceidents, Nursing Assistant removed soft waist restraint
and applied correctly, On November 16, 201 15
Resident’s kardex was updated by Licensed
Practical Nurse to reflect not to leave resident
unattended in restroom,
This REQUIREMENT is not met as evidenced .
b)’i How other res:d.enl.s having the potenl}ial to
Based on medical record review, review of the :f:gﬁ;e:c;ﬁt e e ng correcfise
A 5 plished:
manufacturer's recommendations, observation,
and interview, the facility failed to ensure safety On November 15, 2011 Restorative nutse aid
devices were in place and functioning for five (#1, checked all residents with safety devices to
#23, #12, #22, #14) residents, faited to provide ensure corect placement.
supervison to prevent an accident for one (#14)
rasident, failed to implement new interventions
after three falls for one (#3) resident, and failed to
ensure restraints were applied correctly for two gl
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(#3, #14) residents of twenty-seven residents
reviewed..

The findings included:

Resident # 1 was readmitted to the facility on
October 5, 2011, with dlagnoses including
Fracture Lower End Femur, Hypsrtension,
Chronic Obstructive Pulmonary Disease,
Osteoarthritis, Osteopenta, and Aizhelmer's
Disease,

Medical record review of tha Minimum Data Set
(MDS), dated Octaber 13, 2011, revealed the
resident had severely impaired cognitive skills,
was totally dependent with transfars, Further
revisw of the MDS revealed the resident had a
history of two falls.

Medical review of the nurse's notes, dated
October 5, 2011, revealed "...observed resident
on floor next to bed lying on back, c/o (complaint
of) neck and back paln at 10:20 p.m. (October 4,
2011)...sent to ER (Eraergency Room) to be
avaluated. . ” .

Review of facility documentation dated October 4,
2011; revealed "..abserved resident on floor next
to bed.. resident tried to get out of bad...bedralls
to HOB (head of bed) % up...bed alarm...bed
alarm was not positioned under resident
properly..."

Review of resident #1's care plan, dated Qctober
10, 2011, revealad “...bed alarm as ardered...mat

(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
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Measures or systematic changes put into
place to ensure the deficlent practice does not
recur:

Beginning on November 07, 2011 and ongoing
Licensed Nurses and Certified Nursing
Assistants were educated by the Director of
Nursing and/or the Assistant Director of Nursing
on proper soft waist placement with retum
demonstration.

Beginning on November 08, 2011 and ongoing
Licensed Nurses and Ceptified Nursing
Assistants were educated by the Director of
Mursing and/or the Assistant Director of Nursing
on not leaving residents alone in the restroom
that need extensive assistance,

In services will be added to the employee
orientation packet.

Quality Assurance program put [nto place to
manitor corrective actions and ensure the
deficient practice will not recur:

Beginning on November 15, 2011, the
restorative aid or designee as determined by the
Director of Nursing will make random checks of .
safety measures fo ensure correctness and e
placement. The checks will be done two times a T
week for ninety days with monthly submission
to the Quality Assurance Committes who will
determina the need for future focus.

The Director of Nursing or the Assistant
Director of Nursing will report the gverall
findings in the Quality Assurance Committee
Meeting (which consists of the Medical
Director, Administrator, Director of Nursing,
Assistant Director of Nursing, Risk Manager,

to exit side of bed...bed in lowest position..." ete)
Observation on November 7, 2011, at 11:30 am.,
]
FORM CMS-2607(02+09) Previous Varsions Obsolate Event ID: 8J5F11 Faclllty ID; TN8203 {f continuation sheet Page 9 of 26
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3:15 p.m., November 8, 2011, at 9:30 a.m, and
2:00 p.m.,, in the resident's room, revealed the

resident lying on the bed and mats were not in

place to the exit side of bed.

Interview with the Assistant Diréctor of Nursing
(ADON), on November 9, 2011, at 9:00 am. in
the 100 Wing hallway nurses station, confirmed
the bed alarm was not functioning on October 4,
2011, when the resident was found lying in the
fioor,

Interview with RN #2, on November 9, 2011, at
10:20 a.m,, in the Risk Manager's office,
confirmed the bed alarm was not positioned
properly and the alarm did nof sound when the

resident was found lying in the floor on October 4,
2011,

Interview with Licensed Practical Nurse (LPN) #3,
on November 19, 201 1, at 10:50 a.m., in the 100
Wing Nurses Station, confirmed the facility failed
to place the floor. mats to the exit side of the bed

on October 4, 2011, and the mat is not in place at
this time. '

Resident #23 was readmitted to the facility on
April 12, 2011, with diagnoses including
Dysphasia, Diabetes, Hypertension, Atriat
Fibrillation, Amputation below the Right Knee,
and Peripheral Vascular Disease.

Medical review of the Minimum Data Set (MDS),
dated September 30, 2011, revealed the resident
had no short or long term memory deficits and
required assistance with transfers.

Medical record review of Progress notes dated

F 323|
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September 25, 2011, and October 18, 2011,
revealed the resident had "...slid out of bed with
no injuries,.."

Medical record review of a nurse's note dated
October 18, 2011, revealed "...CNA (certified
nurse assistant) notified charge nurse resident
was in floor...nurse observed resident on floor
next to bed...c/o (complaint of) no pain and no s/o
(sign of) injuries. "

Review of the resident's Care Plan, last dated
September 3, 2011, revealed "...blue mats at
bedside..."

 Review of facility documentation, dated October

19, 2011, revealed "...interventions: high low bed,
72 side rails to HOB (head of bed), blue mats at
bedside..."

Observation on November 8, 2011, at 2:50 p.m.,
revealed the resident lying in the bed , both side
rails up, and the blue mats at the head of the bed,
not positioned on the floor,

Interview and observation with Certified Nurse
Assistant (CNA) #9, on November 8, 2011, at
4:00 p.m., in the 100 Wing haliway, confirmed the
mats were behind the head of the bed and not
positioned on the floor.

Interview with Registered Nurse (RN) #2, on
November 9, 2011, at 10:30 a.m., in the Risk
Manager's office, confirmed the facility had failed
to place the blue floor mats at the resident's
bedside while in the bed.

Resident #12 was admitted to the facility on

F 323
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December 23, 2009, with diagnoses including
Mental Disorder, Hypertension, and
Osteoporosis.

Medical record review of the physician's
recapitulation orders dated March, 2011, revealed
"...Alarming Seat Belt in W/C (wheelchair)..."

Medicai record review of the Interdisciplinary
Post-Fall Assessment dated March 28, 201 1,
revealed the resident had a history of falls.

Medical record review of a Nurse's Note dated

March 28, 2011, revealed, *...staff observed
resident laying on floor an (left) side in front of
bathroom door...(no) injuries...upon inspection of '
seat belt alarm, we discovered it had never
alarmed when resident got up from wic because
it wasn't powered on. Seat beit placed on resident
properly, and powered on. "

Interview on November 8, 201 1, at 8;50 a.m., with
the Director of Nursing, in the conference room,
confirmed the safety device was not functioning
at the time of the fall on March 28, 2011.

Resident #22 was admitted to the facility on
February 17, 2011, with diagnoses inctuding
Fractured Neck of Femur, Diabetes, and
Psychosis.

Medical record review of a fall risk assessment
dated August 30, 2011, revealed the resident was
at high risk for falls.

Medical record review of the current care plan
dated August 18, 2011, revealed " .. Bed
alarm...mat to exit side of bed while pt (patient) in
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bed.."

Observation and interview with RN (Registered
Nurse) #1 on November 9, 2011, at 8:35 a.m.,
revealed the resident lying on the bed without a
mat to the exit side of the bed, and the pressure
pad alarm cord unhooked lying on the floor.

Resident #3 was admitted to the facility on May
24, 2011, with diagnoses including Alzheimer
Disease, History of Falls, and Fracture of Ribs.

Medical record review of the Minimum Data Set
(MDS) dated August 23, 201 1, revealed the

| resident required extensive assistance with

transfers.

Medical record review of the Care Plan dated
September 1, 2011  revealed the resident was at
risk for falls, the resident was on the Falling Star
program, and a soft waist restraint was to be
used when up in the wheelchair,

Medical record review of the Physictan's
recapitulation Orders dated November 201 1,
revealed "...Soft Waist Restraint in WI/C...Falling
Star program."

Review of the Falling Star program revealed
"...after a fall._a new intervention must be
provided immediately to assure resident safety. "

Medical record review of facility documentation
dated October 4, 2011, at 2:00 a.m., revealed
"...observed resident laying in floor next to bed...",
October 8, 2011, at 9:20 a.m., " observed
resident sitting in floor in front of closet...". and
October 8, 2011, at 8:00 p.m_, "__observed sitting
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on bottom in floor beside bed in front of W/C._ "

Interview with Registered Nurse #2 on November
8, 2011, at 3:20 p.m., atthe 400 Nurses' Station,
confirmed no new interventions had been putin
place after the falls and the Falling Star program
had not been followed.

Observation on November 7, 2011, at 3:15 p.m.,
in the resident's room, revealed the resident in a
wheelchair with a soft waist restraint. Continued"
observation revealed the left strap of the belt was
between the wheelchair seat and the wheelchair
skirt guard and the right strap of the belt was
placed over the wheelchair skirt guard,

Review of the manufacturer's application
instruction sheet for the lap belt revealed " .lay
the belt across the patient's lap...bring the strap
ends with loops down over the thighs between the
seat and the wheelchair skirt guard...go around
the back post and cross the straps behind the
patient...secure the loops on the wheelchair tilt
levers...belt should be over the patient's hips at a
45-degree angle holding the hips against the
back of the chair.. "

Interview with Registered Nurse #1 on November
7,2011, at 3:15 p.m., in the resident's room,
confirmed the soft waist restraint was not applied
correctly according to the manufacturer's
instructions. '

Resident #14 was admitted to the facility on July
20, 2010, with diagnoses including Femur
Fracture, History of Falls, and Difficulty Walking.

| Medical record review of the Minimum Data Set
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(MDS) dated September 13, 2011, revealed the
resident had severely impaired cognitive skills,
not steady moving on and off toilet, totally
dependent for toilet use, required extensive
assistance with transfers, and did not walk.

Medical record review of the Care Plan dated
September 22, 2011, revealed "...soft waist
restraint to be used white in wheelchair...Falling
| Star program...Bed Alarm as ordered.. "

Medical record review of the Physician's Orders
dated November 2011, revealed "...Soft Waist
Restraint in WIC.. Falling Star program...Bed
Alarm to alert staff of unassisted transfers.. "

Medical record review of Nurse's Notes dated
April 4, 2011, at 6:30 p.m., revealed "...observed
resident sitting in floor on buttocks in front of
wheelchair...alarm from seat belt never
alarmed...checked alarm ohserved to be in off
positien..."

| Medical record review of Nurse's Notes dated
August 19, 2011, at 1:35 p.m., revealed

" ..resident observed sitting in floor after going to

bathroom..."

Interview with the Director of Nursing (DON) on
November 8, 2011, at 8:40 a.m., in the 400
Nurses' Station, confirmed the resident's alarm
was not in the on position on April 4, 2011, and all
alarms are to be on at all times, and the resident
was left unattended on the commode on August
18, 2011, and the resident required extensive
assist with toileting and should not be left
unattended on the commode.

F 323
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The facility must ensure that it is free of
medication error rates of five percent or areater.

This REQUIREMENT is not met as evidencad
by:

Based on observation, medical record reviaw,
review of manufacturer's Instructions, and
interview, the facility falled to appropriately
administer medications in three of forty-one

opportunities, resulting in a 7.3% meadication error
rate.

The findings included:

Observation on November 7,2011, at 4:45 p.m.,
revealed Licensed Practical Nurse (LPN) #2
performed an accucheck (test to monitor blood
sugar) to resident #19. Continued observation
revealad the resldent's blood sugar registered
3686,
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resident in a wheelchalr with a soft walst restraint, Fesludiafourid b hirve bess afTectol
Continued observation revealad the straps on the
belts were under the axle of the wheal of the Resident #19 on November 7, 2011; Licensed
wheelchair and looped over the wheelchair filt Practical Nurse corrected insulin dose and the
levars. cotrect dose administrated.
. ¢ Resident #19 on November 7, 2011; Licensed
Interview with Registered Nurse #1 on November Practical Nurse notificd Nurse Prackitioner and
7,2011, at 4:00 p.m., in front of the 400 Nurses' no adverse reactions noted.
Station, confirmed the soft waist rastraint was not Rixidit H15 on Hoveenber . 3011 Lisersa
applied correctly a ! esident #18 on November 7, ; License
inpsl:mcuonge Hiemccontigia s mAiLirers Practical Nurse notified Nurse Practitioner and
: i d
F 332 483,25(m}(1} FREE OF MEDlCATION ERROR F 332 no adverse reactions noted.
$8=D | RATES OF 5% OR MORE

How other residents having the potential to
be affected were identified and corrective
action(s) accomplished:

Beginning on November 8, 2011 and ongoing
the Licensed Nurses were educated by the
Director of Nursing and/or the Assistant
Director of Nursing on the correct wait timeg
between inhalers.

Beginaing on November 8, 2011 and ongoing
the nurses were educated by the Director of
Nursing and/or the Assistant Director of Nursing
on correct charting of a blood glucese levels and
verifying the units of insulin with a second
nurse,

Beginning on November 8, 2011 and ongoing
the nurses were slso educated by the Director of
Nursing and/or the Assistant Director of Nursing
on verifying comect dosage of medication before
administering,

In services will be added to the Licensed Nursges
oriestation packet.
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Medical record reviw of the Novernber 2011, Measures or systematic changes put Into

physician's recapltulathn orders revealed place to ensure the deficient practice does

“...Accuchecks BID <tWIGe a UHY) with not recur:

Standard...Sliding Scale Insulin as follows:

valin R insulin...351-400=12u (units), "
Novolin R insulin T nits) Beginning on November 21, 2011; the Risk
: Manager or Assistant Direclor of Nursing

Continued observation revealed LPN #3 prepared will do random observations of med passes to

.an lnjfactlon of Navolin R insulin. Observation and snsure corect medication and dose are being

interview with LPN #3 revealed LPN #3 stated given. The checks will be done twice 3 week

had prepared 12 units of the Novolin R insulin, for ninety days with monthly submission to

Continuad observation revealed the Insulin ;he nglitythAssutglnign (é?lrmlfréee who will

syringe contalned 14 units of Novolin R {nsulin. RIREIRA AR dnc e fools.

Contlnged ohservation revealed LPN #3 enterad

the resident's room to administer the Insulin, and

was asked to observe the amount of Insulin in the Quality Assurance program put into place

syringe and expsllad 2 units of insulin from the to monitor corrective actions and ensure

syringe, the deficient practice will not recur:

Interview on No"ef'nber 7,2011, at 4:50 p.m., with The Risk Manager or the Assistant Director

LPN #3, in the resident’s room confirmed the of Nursing will report overall findings in the

amount of insulin prepared to administer to the Quality Assurance Committee Meeting

resident was not correct, (which consists of the Medical Director,
Administrator, D_irecto.r of Nursing, Assistent

Observation on November 7, 201 1, at 4:57 p.m., Disectir of Nursing, Risk Maaages, oc.)

revealed LPN #3 administered Acetaminaphen

(pain medication) 650 mg (milligrams) to resident

#19.

Medical record review of the November 201 1,

physician's recapitulation orders revealed the

resident was to receive Acstaminophen 500 mg

avery eight hours,

Interview on November 7,2011, at 5:10 p.m., with

LPN #3, in the hallway confirmed the resident did

not receive the correct dosage of the '

Acetaminophen,
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Corrective action(s) accomplished for those ool L
- i dtoh d:
Observation on Nevember 8, 2011, at 8:39 a,m,, recideats fomd fo kave bean affecte

revealed LPN #4 administering medications to

: No residents were identified.
resident #18. Continuad observation revealed

LPN #4 administered an inhatation of Combivant How other resldents having the potential to
(bronchadilator aerosol), waited 25 seconds and be affected were |f:leaned aond correctjve
administered the second Inhalation of Combivent acten{s) sccomptisied;
©On November 8, 2011; the Dictary Manager
Review of the manufacturer's instructions for made & check of the itchen to ensure the proper
Combivent revealed approximately two minutes 5c00p Sizes was being used, the hand washing
waere to elapse between Inhalations. ' policy was being followed, and food was heing
stored properly.
Interview on November 8, 2011 v at 9:15 a.m., with Measures or systematic changes put into
LPN #4, at the nursing station, confirmed LPN #4 place to ensure the deficient practice does gt
d:!dcnot L'-'ait two minutes between the inhalations recur:
of Combivent. o s )
. Beginning on November 10, 201 | the kitchen
F 371 483.35(1) FOOD PROCURE, F 371 stagffwasgbducated by the Ditector of Dietary on
88=F | STORE/PREPARE/SERVE - SANITARY the proper scoop size, the hand washing policy,

and the proper storage of food.
The facility must -

(1) Procure foad from sources approved or ﬁfiz;ﬂ:',f:n"::cﬁ:fdded t0 the dictary employse
considered satisfactory by Federal, State or local

aythorities; and Quality Assurance program put into place to
(2) Stors, prapare, distribute and serve food motitar corrective actions and ensure the
under sanitary conditions deficient practice will not recur;

Beginning on November §, 2011: the Dietary
Manager or Dietary Assistant will do random
checks of the kitchen to ensure proper kitchen
procedures are being followed. The checks will
be twice a month for twelve months with

g . monthly submission to the Quality Assurance
This REQUIREMENT is not met 2s evidencad Committee who will determine the need for
by: future focus.
Based on observation, review of facility policies, ) ) ) . .
review Of the dietary menus, and ,nteMew the The Director UfDlelﬂIY or Dl(eztar{ Assistant will w3
ili i : : report overall findings in the Quality Assurance
facility failed to ensure food was stored properly, Committee Meeting (which consists of the
failed to ensure proper hand hygiene was Medical Director, Administrator, Director of
followed, failad to prevent ice buildup In the walk Nursing, Assistant Director of Nursing, Risk
in freezer, and falled to ensure the proper scoop Manager, etc.)
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sizes were used in serving food in dietary.
The findings included:

Observation and interview on Navember 7, 2011,
at 11:15 a.m., with the Dietary Manager, in the
dietary department revealed the following:
approximately one and half inch build up of ice on
the floor in the walk in freezer; 1 box southern

| style okra, unopened: 1 box vanilla mighty

| shakes, unopened; 1 box vanilla pudding,
unopened; 1 box boneless skinless chicken
breast, unopened; 2 boxes sweet potatoes,
unopened; 2 boxes breaded fish nuggets,

| unopened, sitting on the floor in the walk in
freezer.

| Observation on November 7, 2011, at 14:20 am.,
revealed Dietary Staff #1, entered dietary from an
outside daor, opened and closed the door to the
dining room, went over to a table in dietary and
picked up sandwiches covered in plastic wrap
without washing the hands.

Review of the facility policy, Nutritional Services
Infection Control and prevention of

Contamination, revealed, "...Do not store food on
the ficor..."

Interview on November 7, 2011, at 11:25 a.m.,
| with the Dietary Manager, confirmed hands are to
be washed prior to handling food.

Review of the Spreadsﬁeet of Diets, revealed
"...Chicken & Dumplings (8 oz)...Carrots (1/2
cup)..."

Observation on Novernber 7, 2011, at 11:45 a.m.,
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program of care, including medications and
treatments, at each visit required by paragraph {¢)
of this section; write, sign, and date progress
notes at each visit; and sign and date all orders
with the exception of influenza and pneumococceal
Polysaccharide vaccines, which may be
administered per physician-approved facility
policy after an assesement for contraindications,

g‘his REQUIREMENT is not met as evidenced
Y.

Based on medical record review, facllity policy
review, and interview the facility falled to ensure
two physiclan's orders were signed timely for one
resident (#17) of twenty-seven residents
reviewed,

The findings included:

2035 STONEBROOK PLACE
BROOKHAVEN MANDR
AVEN JANO KINGSPORT, TN 37680
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in the dietary department, with the Dietary Corrective action(s) accomplished for those Rl e
Manager, revealed the distary staff #2 served vesidents found to have been affected:
chicken and dumplings using a 4 ounce 8coop, Resident #17 on November 8, 2011; Nurse
and served carrots using a 2 ounce scoop during Practitioner signed September and October
the lunch meal. physician orders.
Interview on November 8, 2011, at 10:00 am.
. b ! ! How other residents having the potential to
with the Dietary Manager, in the conference be afTected were identified and coprective
room, confirmed the proper scoop size for the nction(s) accomplished:
chicken end dumplings was an 8 ounce scoop
and the proper scoop size for the carrots was a 4 Beginning on November 14, 2{_31 1; Physicians
ounce scaop and the incorrect scoop sizes had are being educated by the Medical Records
been used in serving the chicken and dumplings pirestor on the impartance of sigaing orders
and carrots, wany:
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F 388
$8=D | CARE/NOTES/ORDERS Measures or systematic changes put into
. place to ensure the deficient practice does not
The physiclan must review the resident's total YECHr;

Beginning on November 21, 2011 the Medical
Records Director or the Assistant Director of
Nursing will do random ehecks of physician
orders to ensurc orders are being signed timely.
The checks will be done srice & month for six
months with monthly submission to the Quality
Assurance Committee who will determine the
need for further focus.

Quality Assurance program putinto place to
monitor corrective actions and ensure the
deficient practice will not recur:

The Director of Nursing or the Assistant
Director of Nursing will report overall findings
in the Quality Assutance Committee Meeting
{which consists of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Risk Manager, etc.)
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Resident #17 was admitted to the facility on June
11, 2011, with diagnoses including Hypertension,
Osteoarthritis, and Congestive Heart Failure.

Medical record review of the physician's
recapitulation orders for September 2011 and
October 2011, revealed the physician‘s orders
were unsigned and undated by the treating
physician. Continued medical record review
revealed two telephone orders, dated September
14, 2011, and October 5, 2011, had been signed
by the physician.

Review of the facility policy, Physician Services,
revealed "...Physician services include, but are
not limited to: ...3. d. Written and signed orders
for diet, care, and diagnostic tests and
health-related treatrment of residents ... *

Interview with the ADON (Assistant Director of
Nursing), on October 8, 201 1, at 2:35 p.m., at the
400 hall nursing station, confirmed that resident
#17's recapitulation orders had been flagged for
the physician to sign, but to date, neither
September 2011, nor October 2011 ,
recapitulation orders had been signed and dated
timely, by the prescribing physician.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

“The facility must establish and maintain an

Infection Control Program: designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(@) Infection Control Program
The facility must establish an Infection Control

F 386

F 441
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(1) Investigates, controls, and prevents infactions
in the facllity;

(2) Dacides what pracedures, such as Isolation,
should be applied to an indlvidual resident: and
(3) Maintains a record of incidents and corrective
actions related to infections,

(b} Preventing Spread of Infection

(1) When the Infectlon Control Pragram
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must require steff to wash their
hands after each direct residant contact for which

hand washing is Indicated by accepted
professional practice,

(¢} Linens
Parsonnel must handle, store, process and

transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of facility policy,
and interview, the facility failed to maintain
infaction control measures during ice pass on the
one hundred hallway for four residents,

The findings includeq:

residents found to have been affected:

The Geri-tech on November 8, 2011 was given
hand sanitizer by the Assistant Director of
Nursing to have on her person and educated op
the hand washing policy and use of hand
sanjtizer.

How other residents having the potential to
be affected were identified and corrective
action(s) accomplished:

Beginning on November 09, 2011 and ongeing
the nursing staff was cducated by the Director of
Nursing and/or the Assistant Director of Nursing
on the hand washing policy and the use of hand
sanitizer.

In service will be added to the emplayee
orientation packet,

Measures or systematle changes put into
place to énsure the deficient praclice does not
recur;

Beginning on November 21, 2011 the Risk
Manager or the Assistant Director of Nursing
will make random checks of ice passes to ensure
that the hand washing policy is being followed.
The cheeks will be dope twice a month For six
months with monthly submission to the Quatity
Assurance Committee who will determine the
nead for future focus.

Quality Assurance program put into place to
monitor corrective actions and ensure the
deficient practice will not recar;

The Director of Nursing or Assistant Director of
Nursing will report overall findings in the
Quality Assurance Committee Meeting (which
consists of the Medical Director, Administrator,
Director of Nursing, Assistant Director of
Nursing, Risk Manager, etc.)

E
BROOKHAVEN MANOR KINGSPORT, TN 87660
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Observation on November 8, 201 1, at 9:00 a.m,, - :
: ¥ Corrective action(s) accomplished for those 12n0/11
on the 100 hallway, revealed the Geri-Tech residents found to have beeu affected:
(nursing aide assistant), filling ice water pitchers
for four residents. Continued observation No residents were identified.
revealed the techniclan went Into each room, ) ) ]
brought the ice pitchers outside the room, filled How other residents having the potential to
the pitchers with Ice, returned the pitchers into the 1;: ﬁaofﬁ:iesi et ;E;ilgfled and corrective
roam, and exited without sanitizing the hands ) prshed:
batwean rasidents. On November 9, 2011 a check of all resident
restroom was completed by the Director of
Review of facility policy, Handwashing/Hand Maintenance and the Maintenance Assistant and
Hygiene, dated September 2005, revealed "._.all 8 list complied of needed repairs, .
personnel shall follow the hand-washing/hand i i i
. A vendor was retained to address the immediate
hygiene procedures to heip pr event the spread of concerns telated to arouting of all commodes
lnfgctlon to other personnel, residents and identified on the POC. Those requiring more
visiters...use of Alcohol-Based Hand Rub extensive repair whereby tile replacement is
containing 60-85% ethanol or isopropanal...after required will be completed by )
contact with objects in the immediate vicinity of December 20, 2011 to aflow for ordering and
the resident. " proper installation.
. : Measures or systematic changes put into
Interview with the Geri-Tech, on November 8, place to ensure the deficient practice does not
2011, at 9:05 a.m., in the 100 Wing haliway, recur:
confirmed the Geri-Tech had not sanitized the T _—T
h i eginning on November 9, e
ands between rosidents. Maintenance Director will make monthly
i . ! i tions of resident restrooms to address
Interview with the Assistant Director of Nursing nl:;p:e:dlrepairs. The inspections will be done
(ADON), on November 8, 201 1,at9:15am., in monthly for thres months then quarterly
the 100 Wing hallway confirmed the Geri-Tech thereafter with submission to the Quality
faited to follow standard Infection control practice Assurance Committee.
by not sanitizing the hands between residents. ; i
Quality Assurance program put into place to
F 465 | 483.70(h) F 485!  monitor corrective actions and ensore the
88=F SAFEFFUNCTIDNAUSANlTARYICOMFORTABL deficient practice will not recur:
E ENVIRON ; ;
The Maintenance Director or the Maintenance
it : Assistant will report the overall findings in the
The. facility must provide a safe, functional, Quality Assurance Committee Meeting (which
santtary, and comfortable environment for consists of the Medical Director, Administrator,
residents, staff and the public. Director of Nursing, Assistant Director of
Nursing, Risk Manager, etc.)
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Corrective action(s) accomplished for those T

This REQUIREMENT is not met as evidenced residents found to have been affected:
by: ; .

Based on observation and interview the facility All residents had the potential to be affected.
falled to provide a safe and sanitary environment On November 7, 2011 the fire watch policy was
for thirty-four resident bathrooms observed, implemented immediately by the Director of

Maintenance,
The findings included:

i § How other residents having the potential to
Observation of thirty-four resident bathrooms on be affected were identified and corrective
November 7-9, 201 1, revealed the following: floar action(s) accomplished:
tiles cracked and missing; the door frames rusty N
and paint missing; toilet paper rolis missing; holes Beginning on Noverber 7, 2011 the fire watch
in the walls; the base of the commodes were policy will stay in effect until the new sprinkler
brown with caulk missing, and baseboards were i‘s’iﬂﬁ“‘;‘?ﬂ:ﬁf and the Department allows
loose and n need of repair ’

. . ] On November 18, 2011 the Assistant City of

Observation and intsrview with the Maintenance Kingsport Fire Marshall inspected the new
Director on November 9, 2011, at 8:30 am, in system. Also training was done with the
the resident bathraoms, confirmed the bathrooms Kingsport Fire Deportment on the new system.
had not bean maintained in a safe and sanitary

manner and were in need of repalr. On November 18, 2011 at approximately 1:15

F 4901 483,75 EFFECTIVE F480|  pm pera phone conversation with State Fire
88=L ADMINISTRATION!RES!DENT WELL-BEING Inspector fire watch was lifted for the building,

A facility must be administered in a manner that Measures or systematic changes pat ino
enables it to use its resources effactively and Place to ensure the deficient practice does not
efficiently to attain or maintain the highest recur:
practicable physical, mental, and psychosocial —— i el

-haj ¢ old sprnkler system is being replaced wi
well bemg of each resident 8 néw system. As of November 17, 2011 the
new system is fully functional and being
: ) monitored. We arc just waiting on our final

This REQUIREMENT is not met as evidenced inspection from the State.
by:

Based on Obsewation. inlewtawl and record Ag Of November lg, 201 llany reports on the
review. the fac“uy faﬂed to be admlnlslel'ed ina Spfll]?(].ﬂl' system WIH be given to the

: . Administrator for signature.

manner to maintain the safely of residents by

failure to ensure the fire sprinkler system was in
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rellable operating condition, The facllity's failure
placed all 161 Fesfdenfs in ihe facility ]n ality Assurance program put into place to
Immediate Jeopardy from the likelihood of burns, g:ntltor corrective nctiins and ensure the
smoke inhalation, and death should an deficient practice will not recur:
undetected fire occur. The Administrator was ,
Infarmed of the Immediate Jeopardy on o e g ] i
. © put on & regular maintenance p
November 7, 2011, at 4:02 pam. keep it in operation with current regulations,
The Maintenance Director or the Maisitenance
Refer to Life Safety que K-82, related to falling Assistant will report any issues to the Quality
to maintain the fire sprinkler system in reliable Assurance Committes (which consisis of the
oparation. Medical Dircctor, Administrator, Director of
Nursing, Assistant Director of Nursing, Risk
Refer to Life Safety Code K-154, ralated to Manager, ) on  ongoing bsis
evacuating the building or providing an approved
fire watch if the fire sprinkler system is out of
service,
A fire watch was implemented Immediately on the
avening of November 7, 201 1, removing the
iImmediacy of the jeopardy. An Allegation of
Compliance was accepted November 8, 2011,
lowering the scope and severity of the deficient
practice to an F feval,
F 514 483.75(1)(1) RES F 514
88=D

RECORDS-COMPLETE!ACCURATE!ACCESSIB
LE

The facliity must maintain clinical records on each

restdent in accordance with accepted professional :

standards and practices that are complete;
accurately documented: readlly acoessible; and
systematically organized.

The clinical record muyst contain sufficlent
Information to identify the resident; a record of the
resident's assessmeants; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
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and progress notes. SR
Corrective action(s) accomplished for those
residents found to have been affected:
g;lls REQUIREMENT s not met as evidenced Resident #8 on November 8, 2011; Licensed
: Practical Nurse corrected MAR and Nurse
Based on medical record review and interview bractitioner was notified.
the facllity failed to maintain accurate medication , . ;
administration records for one resident (#8) of Enwfr?el:e; rmdtll:;s I;;;ﬂ:g ﬂ:ie pmen?ial %
¥ K L] ed were ldentified ap corrective
twenty-seven residents reviewed, ' action(s) eccomplished:
The findings included:
On November 09, 2011 the Medjcal Records
Medical record review of the Medication Director was educated by the Director of
Administrati : Nursing on ensuring correctness of physician
ration ﬁecord (MAR) dated November orders before transcribing ordets onto the
2011, revealed *... Matolazone (Zaroxolyn) 2.5 mg medication administration record
PO (by mouth) q day (daily), Edema “HOLD If '
SBP (systolic bload pressure) > (over) 90**.. "
. Measures or systematic changes put into
Further meadical record review of the signed place to ensure the deficient practice does not
ghyfefciabn Orders dated July 2011, Atgust 2011, Eesilyy
eptember 2011, October 2011, and November inni i
i ' Beginning on November 21, 201 1 the Risk
2011, re\rﬁa!ad -.Metalazone (Zaroxolyn) 25mg Manager o the Assistant Director of Nursing
PO q day *HOLD if SBP » oo™ will make random checks of medication
administration records to ensure orders are
Interview with the Assistant Director of Nursing o omeety. T clevtc will e dale
i 0 times a wi ninety days with monthly
g%?_lor:%' gm 4%19 nursing office on November 8, submission to the Quality Assurance Commitiee
» 8L 540 a.m., confirmed the parameter to who wilf determine the need for future focus.
hold the metolazong, a diurstic, when systolic
blood pressure was "over” 80 wag atypagraphical
emar, and should have statad “less than” or "<" Quality Assurance program putinto place to
and should have been corrected by nursing audits mnm‘lur carren; ve ?cﬁuns and eqsure the
of the Phystoian Ordsrs and MAR . deficient practice will not recur;
The Director of Nursing or the Assistant
Director of Nursing will report overall findings
in the Quality Assurance Committee Meeting
(which consists of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Risk Manager, etc.)
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